


COUNTY OF SACRAMENTO Department of Human Assistance 
RECEIPT FOR DOCUMENTS 
Casa Nama: James E Horton 
Case Number: 1B4TN89 
Worker Name: 


Worker Number: 
Worker Telaphane 
Date: 10/21/2019 


TO: James E Horton n 
(Applicant/Recipient Name) J FPO 


The County has received the following verifications/documents: 





CF37SC106 , SAC1022, 01/13/NVRA 
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i S NT SOCIAL SERVICES 
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ps IJJ | 


BETTER FOOD POR BETTER LIVING 


RECERTIFICATION APPLICATION - CALFRESH ONLY HOUSEHOLDS 


To keep your benefits coming on time without a break. ple 


| Ase fill Out, sign, date, and return this form to the county and provide proof of 
your circumstances before the end of your certification pe 


riod, We need the information before or at your interview to finish the 


recertification. We need at least your name, signature, addres 


Case Name: 


S, and dated form to begin the CalFresh recertification. 


Case Number; L-BENI 









MAILING ADDRESS . STATE ZIP CODE 
Ra Boa 1x52 : 


Contact Authorization 


Please give the county the best contact information to reach you. This will help in processing your application. 
information below, you are authorizing the county to contact you by phone, email, text,or to leave a phone me 


HOME PHONE CELL PHONE 
916 -SG62 -SSB+Y $ 


WORK/ALTERNATE/MESSAGE PHONE 


By providing your contact 
ssage regarding your application. 


CHECK BOX FOR TEXT 


EMAIL ADDRESS 
2 aako os E s ma, f. cora 


1. Has anyone moved into or out of your home (including newborns) in the last six months? (Please Check One) O Yes tHo 
(If yes, complete the section below) 


Date of Move | Name Date Of Birth 






Relationship To Regularly Purchase And 


x 






AE Si | fie = (First, Middle, Last) | You Prepare Food Together? 
Zon EROU ff) | ee Sa. Yes L] No 
aide, (Out. ¢ , 7 Yes | No 
Ol In ( Out S, Yes O No 


2. You may authorize someone 18 years or older to help your household with your CalFresh benefits. This person can also speak for 
you at the interview, help you complete forms, shop for you, and report changes for you. You will have to repay any benefits you may 


get by mistake because of information this person gives the County and any benefits you didn’t want them to spend will not be replaced. 
If you are an Authorized Representative you will needtogive the Goun Hofidentity for yourse!{ and the applicant. 













Do you want to name someone to help you with 


Eee, If yes, complete the following section: 
AUTHORIZED REPRESENTATIVE NAME oer 


Do you want to name someone to receive ar 


(Ph ase Check One) OD Yes ZiNe— 
If yes, complete the following section: 


ADDRESS ZIP CODE 







3. Have there been any changes to your adc 6 |i yes, complete the section below: 


Vioved: 





Ing costs 
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENGy 





- — - —— 


Case Nam 


e:_camis £ Moclon Case Number:_A@aa LEVINE? 
5, Are you homeless? és C No If yes, do you pay shelter costs? (Please Check One) ClYes 0 No 


6. suet: see who is applying for benefits including you attending a college or vocational school? (Please Cheok One) 
C Yes if yes, please provide the information below. If no, skip to the next question, 


Name of Person Name of School/Training Enrolled Status | 1s this parson Working? 
( ¥ check one) 














-ți nora O NO 
= gan et nal ‘0 YES, Average Wi? hours 
~ ni ©) Number of units:__¥£___ per Ween. __. 
| OH if-time or more O NO 
o aaa iai half-time ™ YES, Average work hours 








O Number of units: per waak: 


7. Do you or anyone you buy and prepare food with get income from a job (earned)? (Please Check Onea) O Yes ANo 
if yes, complete the section below and attach proof. List each job for each person who works, If you need more space, attach a separate 
piece of paper and identify which question you are writing about. Examples include babysitting, salary, self-employment, sick pay, tips, etc. 


Job #3 


a 













Name of Person who gets 





















income: 

Employer Name: ~ 

i Self-employed, check O Self-employed, check O Self-employed, check C] 

How often paid: Ol Weekly O Biweekly O Other O Weekly O Biweekly O OtherO Weekly [O Biweekly O Othe 
O Monthy O Twice Monthly O Monthy O Twice Monthly O Monthy CO Twice Monthly 

Monthly Gross Amount of 

Income; $ S 





Hours worked per month: 





Will this income continue? | O Yes O No O Yes O No O Yes O No 


7a. Will there be any changes to anyone’s job or income in the next six months? (Please Check One) O Yes No 


; Stopping, starting, increase or decrease of income, change in hours, quitting a job, going on strike, change in how often 
anyone is paid. 


if yes, explain here and attach any proof: 













8. Do you or anyone or prepare foc 
(Please Check One) Z Yes [OC No 


if yes, complete the section below and attach pre 
State Disability insurance (SDI), Child/Spousa! S 









earned)? 











pensation, Veteran's Benefits, 
Ned Housing, Utilities, Food, etc. 
How much/How often 


2 $12 
port, 
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Cauk NAMOL nna ae Onasa Number: 


manam ~ eT Tae Be Nate ee 


psa nOIR en nnn een 
9. Medical Costs: Did anyone who gota CalFroah and je-d0 years old oF ‘older, or 1 disabled, have s ar inorease or ' bagin paying 
medical costs? (Please Check One) LI Yes 

(if yes, complete the section below and attach proof if thia la a now expenae or lf ohanga ls more than ian.) 

Who had the cost? _— lype of cont 

Amount paid? i How often’? 





10. Child Support: Did anyone who gets CalFresh have to pay ohild support? (lease Chock One) LJ You -r 


(if yes, complete the section below and attach proof, If thla la a naw ohlld support obligation or A 6 ihange in the lagal obligation to pay 
child support or an increase in the amount of child aupport pald.) 


Name(s) of children _ l ý 
What is the current amount they have to pay? $ Who paid support? 


ie ee eT a ss OF 


al 


—-. nine 


| 11. Dependent or Child Care: Does anyone pay for care of a child, ‘disabled adult, or other dependent so you or the other 
| person can go to work, school, or look for a job? (Please Check One) |! Yea ro ap 

(if yes, please only list the amount you or anyone in your household pays oul of pocket, Attach proot if provider or the gut-i- pockat 
amount has changed.) 


I SE yee, | + | ce Liat dapendent/ehild: 











12. Are you Interested In applying for Medi-Cal? (Please Check One) |! Yes nS 
If you answer “yes”, the County will use your information to find out If you can got Medi-Cal, 








13. Duplicate Benefits 
Have you or any member of your household been convicted of fraudulently receiving duplicate SNAP (federal name for food asestance 
program, known as CalFresh in California) benefits in any state after September 22, 19967 (Please Chack One) LJ Yes Cac 7 


If yes, who? 











14. Trafficking (trading or selling) of Benefits 
Have you or any member of your household ever been convicted of trafficking (tradiag-or selling EBT cards to others) SNAP benef: of 
$500 or more after September 22, 1996? (Please Check One) LI Yes O 











Have you s or any member ol of yo fold been i 
erat o v j If yes, who? 


ember 22, 1996? (Picase 








é or Firearms or Explosive 
ym omb 8 ono ‘household been 





. OF explosrves afer 


erent ee 
ape eae RAIE uita (a m= D et 


re rae Chast 


Mo custody, or going to jai 


(Planse Check One) 


Ta ey 


aE PS. 


PRR IF A 














: FF Fey oF 
ABQLUNN IOYIOAA 
ABQUNAY BUOY JOHION 
-= "OWEN JƏHOM 
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STATE OF CALIFORNIA - HEALTH AND HOMAN Rrr AM AAA L AA Ar 
OLNAWVYOVS 40 AINNOD 


Case Name: ade ái Hackn Case Number: LEY TINIG 





CERTIFICATION 
Please read carefully, sign, and date. By signing this form: 


| understand that by signing this recertification application under penalty of perjury (making false statements), that: 


e read, or had read to me, the information in this recertification application and my answers to the questions in this recertification 
application. 

e My answers to the questions are true and complete to the best of my knowledge. 

e Any answers | may give for my recertification process will be true and complete to the best of my knowledge. 

e | read or had read to me the Rights and Responsibilities (Program Rules Page 2) for the CalFresh Program and the CalFresh 
Program Rules and Penalties (Program Rules Pages 3 through 4). 

e | understand that giving false or misleading statements or misrepresenting, hiding or withholding facts to establish eligibility for 
CalFresh is fraud. Fraud can cause a criminal case to be filed against me and/or | may be barred for a period of time (or life) 
from getting CalFresh benefits. 

e 


| understand that Social Security Numbers or immigration status for household members applying for benefits may be shared 
with the appropriate government agencies as required by federal law. 


TO CONTINUE RECEIVING BENEFITS, YOU MUST SIGN AND DATE THIS APPLICATION AND BE 
INTERVIEWED BEFORE THE LAST DAY OF YOUR CERTIFICATION PERIOD. 


WHO MUST SIGN BELOW: Adult household member/Authorized Representative/Guardian 





ae AAG j askordd gra; Late ZU 
ignature or Mark of Applicant Date 


tact email/phone 


ie 
Q 
N 
A 
x 
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Case Number: 
Date: a as Se iT: 
Case Name: _ x aT. 
Worker Name: 


Worker Phone Number: 


WorkerNumber; a i 
LANGUAGE PREFERENCE AND ASSISTED LISTENING and READING IDENTIFICATION 








Ss — 


Please read, complete and mark the bo | 
à i x(es) that apply to you to acknowledge that you have been informed and 
Ce following: f P : 


My primary language is ae, ich. ee 


Yes, | wish to receive written omi and forms in my primary language if translations have been made 
by the California Department of Social Services or by Sacramento County Department of Human Assistance 
No, | do not wish to receive this service. 


Yes, | wish to have a worker who is familiar with _ 
No, | do not wish to have this service. 
Yes, | Understand that | can request and receive free interpreter services from the county if a worker for my 
language is not available and | understand | am not required to provide my own interpreter. 

LL) Yes, | wish to have an interpreter if a worker for my language is not available. 

LJ No, | do not wish to have this service. 


Yes, | Understand that | can use my own interpreter; however, there may be potential problems of ineffective 
communication if using my own interpreter. 


(J Yes,!|wishtouse _ 


County Use Only: [1 Intake/Recertification n Substantive/Significant Contact 


__ and/or my culture is 


C 


_ language and/or culture 


COCC 


O 


vo Aa N e a as my own interpreter. 
Name of Interpreter 


Yes, the county has Informed me that they cannot use anyone under 18 as an interpreter except under 


emergency circumstances, This may include medical emergency, determining language need, or if no other 
source is available, 


Yes, | authorize the County to release my case information to the interpreter. 
No, | do not authorize the County to release my case information to the interpreter. 


Yes, | wish to receive hearing © al aids has. Lelecommunication. Device for the Deaf (TDD), Large Print 
Forms, audio tapes, CDs, Bra f avail Item: j: 


No, | do not wish to receive t 
interpreter service provid 


C 









Oo OUD 


Ontracted interpreter 
ounty Employee 











Date 
Interpreter Name: 
Applicant/Recipient Name Date:_S2/2ev9____ 
ount l loyee, Cc phone Interpreter 
-Name of company providing se 
SE E 2 ana aes Date: 
Re cs: rr ee es tay r ke Date 
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TACT Na eni ae 
orker Phone Number 
TEXT MESSAGING AND EMAIL NOTIFICAT ON SERVICE AGREEMENT 
Would you like to receive text Jers from the Sacramento County Department 
of Human Assistance eà (DHA i >) 7 ‘ = pr k i _— ot ri i 5 a a Gi i e r aar E 
—— ee ` > s Jare JO! SCI VICe Tor sever 
programs by email and/or texi This me S ON 2 Yor: wall cant nue tr 
receive notices by mail wheth, o BD auanei anii Ana aA aes 
These messages are not conf ; si phor Pore has access to 
them might see the text messag y sed b DHA may 
also be able to see these mes T j ssage 
plan. DHA iS NOt responsible į va = F ayt ssages. Therefc re 
DHA will not send you text messag 
By signing this Text Messaging Notificat i i IA t 
send you text messages and abi ì at 
case. You may stop this service | / calling : 14-04 Se rea 
code). TDOD/TTY. Hearing impaired may ca 6 4 S still be 
sent mailed notices 
If your cell phone number/email address cha ges o = | k 
Please complete the information below (and return e at person) 


| understand that this service is optional and | c 
not reply to the messages as responses are not 


arirecy 


an stop particip g at any time, and that! should 


monitored 


| would like to receive text messages from DH 


() YES 


(ONO 


| would like to receive email messages from DHA 
()NO 


ES 
— iene fake 


Printed Name 


—APUIPAD  —_—- 
Date of Birth 


4 


‘ia fd 
gnature 


ee 


a 


Cell Phone Number 





i ‘atu 
P ue 
it i i iV 


TBH 
PIA 


ai 
022_34F 
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JFatered © vate when 


© you live now, would you like to apply to register to vote here today? 
(Check One) 


\ 


" ` LA 
LÍ Atrea registered 


À 9? ` < , . 
` »* ` 5 ç iran 
ss a ` 4 eat Leh : NUR ut 
mensia 
. 
| Yas 
k UN > 


WA O o i ‘ 


` | te ‘ Diflach ; rf forfwcirathan farr 
ga nN ~s Á ` UO tila VU Fic CUOU gdi i ' E i 
No 
$ 
ha Lao no 


“UWA TO Ragist 


NOTE: IF You DO NOT C} 


ECK A BON, YOU WILL BE CONSIDERED 
VOTE AT THIS TINE 


TO HAVE DECIDED NOT TO REGISTE 
VOU MAY TAKE THE ATTACHED VOTER REGISTRATION FORM TO REGIS 
YOUR CONVENIENCE 


R TO 


~ 


~ 
=. = ~ 


—_— m 
į = ~~ 
= — — = ~ 


‘5 >» -y 
Ena EL fa + 


Date 


= — — LADO f Aid 2? 
Appii€ant Name 





| 
important Notices 


Applying to register or declining to register to vote will not affect the a of a Nn 
agency i 


mes mý 
VANI 


tl 
———- 


«. Ifyou would like help ìn filling out the 
iS yours, You may fill out the vote 


\ À f p 7 
. We Wi 1e 


voter registration form P you. Ihe decision whether to seek or accent 
r registration form in private 


Ww 
{ 
t 


if you believe that someone has interfered w 


ith your right to egister or to decline to register to vote your nght to privacy ir 
deciding whether to register or in applying to register to vote. o; your right to choose your own political r any preference or 
other political preference, you may file a complaint with the Secretary of State by ca ng toll-free 500) 345-VOTE (868 
or you may write to: Secretary of State, 1500 - 11" Street, Sacramento, CA 4. F ore infor 
voting, please visit the Secretary of State's 


QAR Yemnore formation or Yo wc one 
website at WWW.SOS.Ca.gon\ 
<n ~t 


ee 


sa ee e E a i 
01/13 NVRA Voter Preference Form 





